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FO000 | This visit was for Investigation of F0000 The creation and submission of
Complaint INO0087056 this Plan of Correction does not
' constitute an admission by this
provider of any conclusion set
Complaint INO0087056- Substantiated, forth in the statement of
Federal/State deficiencies related to the deficiencies, or of any violation of
allegations are cited at regulation. This provider
respectfully requests that the
F-157, F-225, F-226 and F-312. 2567 Plan of Correction be
considered the Letter of Credible
Unrelated deficiency cited Allegation and requests a Desk
Review in lieu of a Post Survey
Review on or after April 7, 2011
Survey dates: March 7, 8, 9 and 10, 2011 P
Facility number: 000048
Provider number: 155115
AIM number: 100275330
Surveyor:
Mary Anne Cilella, RN.
Census bed type:
SNF/NF: 117
Total: 117
Census payor type:
Medicare: 14
Medicaid: 83
Other: 20
Total: 117
Sample: 6
Supplemental Sample: 9
These deficiencies also reflect state
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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findings cited in accordance with 410 IAC
16.2.
Quality review completed on March 15,
2011 by Bev Faulkner, RN.
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F0157 Based on interviews and record reviews, F0157 F 157 Itis the practice of this 04/07/2011
SS=D the facility failed to notify the physician f;gi\g(ejitr tgolmfsﬁtheltﬁ::gget:ﬁ
. , . ,
and the resident's legal representative of s physician, and if known, notify
diffuse bruising on the entire buttocks, the resident’s legal representative
thighs and around the breast area of 1 or an interested family member
resident who was sent to the hospital yvheln .ther; 1 an.:cc;de:.t h
.. . . . involving the resident whic
when the bm1s1Pg was 1dent1ﬁ§q in the results in injury and has the
sample of 6 reviewed for physician potential for requiring physician
notification. intervention; a significant change
in the resident’s physical, mental,
Resident: B or psychosocial status; a need to
esident: alter treatment significantly; or a
decision to transfer or discharge
Findings include: the resident from the
facility. What corrective
Review on 3/8/11 at 4:00 p.m., of the action(s) will be accomplished
) ) e . for those residents found to
hospital emergency department physician have been affected by the
evaluation, dated 3/2/11, indicated deficient practice - Resident #
Resident B was examined and had B: Resident’s bruising was
significant bruising, especially on the ggjﬁsseg with t:e physician on
.. . . . .- Licensed nurses were
inside o'f her right thigh exte'n(.hng down re-educated on the Change of
to the right gluteal area. Bruising was also Condition Policy and Procedure
noted around her anus. No perineal on 3/29/11. The Interdisciplinary
bruising was observed. The resident also Leamé;onhguses totmocr;lg)': the 24
. our Repo eet an sician
had a small hematoma on the left side of Order Foﬁ'ms for resident czange
her forehead with some bruising. This of condition. The resident has
report indicated the bruising appeared to experienced no negative outcome
be of varying duration suggesting minor as a result of the alleged deficient
trauma practice. How will you identify
’ other residents having the
potential to be affected by the
Review of the closed clinical record of same deficient practice and
Resident B on 3/7/11 at 11:25 a.m., what corrective action will be
indicated the resident's diagnoses taken - ReS|dﬁnts Wh‘f’ g
. .. experience a change of condition
included, but were not limited to have the potential to be affected
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Parkinson's disease and dementia with by the alleged deficient practice.
psychosis. The resident resided in the To ensure physicians are notified
.. h h of a resident change of status: -
secur.ed unit prior to her transfer to the Licensed nurses were
hospital. re-educated to the facility Change
of Condition Policy and Procedure
The admission Minimum Data Set (MDS) l?ln 3/, 29//1)1’ 93’ the Director of
.l ursing/Designee.
assessment, dated 2/11/11, indicated the Noncompliance with facility policy
resident had disorganized thinking and procedure may result in
patterns and exhibited physical and verbal employee disciplinary action up to
symptoms towards others. The resident and including termlna.tlon.
. . . . What measures will be put
required extensive assistance with all . )

o T into place or what systemic
activities of daily living and was able to changes you will make to
ambulate with assistance from staff. The ensure that the deficient
resident also utilized a walker. practice does not recur -

Resident status change is placed
.. . on the “24 Hour Report Sheet”
During interview on 3/9/11 at 2:45 p.m., and the resident will have a
with CNA#3, who gave the resident a documented assessment every
shower on 3/1/11, the CNA indicated she shift for no less than 72 hours, if
notified LPN#1 of the new and fresh applicable, or until the resident's
brui h ident's b d condition stabilizes. - The
ruises to the resi el'lt s. reast area an “Physician Order” form is utilized
buttocks. The CNA indicated the nurse for physician orders or changes in
(LPN#1) proceeded to measure the areas. resident status that require a
change in the resident’s plan of
Revi f the sh heet for 3/1/11 care. Notification of family and
) eYlew ot the shower sheet tor physician is recorded on this
lndlcated LPN#I had documented "all form. - The interdiscip”nary team
bruises registered in tx (treatment) book will review the “24 Hour Report”
on purple sheets." and “_P.hysician Orqer” fqrms for
physician and family notification
) ) ) at the Clinical morning meeting
Review of the wound skin evaluation Monday thru Friday. The
report (purple sheets) indicated multiple interdisciplinary team determines
sheets with multiple bruising, but all the 'fhany furtthe{r:ntelfve“t;ons or
changes to the plan of care is
sheets were dated 2/27/' 11'. No new necessitated. The Unit Manager,
measurements or deSCHpthl’l Of new or designee’ will ensure
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bruises were documented and it could not implementation. - The Nurse
be determined the status of the bruising as Manager-Or.l-CaII will be notified
. . of acute resident change of status
reported in the hospital emergency during non-business hours. The
department report. Nurse Manager-On-Call will notify
the Director of Nursing Services
Nurses' notes lacked documentation the andfor the Executive Director, as
.. . deemed necessary. - Charge
physician or the guardian had been nurses will review the
notified of the bruising. Medication/Treatment
Administration Records during
During interview with the Administrator shlf(;.rept).ort t?t en?ure tthat )
and the Director of Nursing on 3/08/11 at ;nned ::cfr:z;tzz r:ne g tTw :tre given
11:00 a.m., they indicated the physician physicians are notified of a
and the guardian had not been notified. resident change of condition.
The Administrator indicated LPN#1 felt it How the corrective action(s)
, . . will be monitored to ensure the
wasn't necessary since the responsible . . . .
) deficient practice will not recur,
party was a guardian and not a member of i.e., what quality assurance
the immediately family. program will be put into place
- The physician orders and the
This federal tag relates to Complaint 364 ZoirdR:pt?wZ ?:’?tl\j:r:zgers
view y i
IN00087056. and/or designee, to ensure
resident change of condition is
3.1-5(a)(2) reported to the physician,
physician orders are followed
through timely, and care plans
are updated. - A “Changer of
Condition” CQl tool will be utilized
weekly x 4, monthly x 2, and
quarterly, thereafter, to monitor
the Medication/Treatment
Administration Records for
compliance with administration,
documentation, and physician
notification, if applicable. The
audits are reviewed by the CQl
committee and action plans are
developed, as needed, to improve
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performance. What is the date
by which the systemic changes
will be completed Compliance
Date: April 7, 2011
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F0225 Based on interviews and record reviews, F0225 F 225 04/07/2011
gs=p | the facility failed to ensure injuries of _ ) _
.. It is the practice of the provider to
unknown origin were reported o
) ) o ensure that all alleged violations
immediately to the Administrator of the involving mistreatment, neglect, or
facility and other officials in accordance abuse including injuries of unknown
with state law through established source and misappropriation of
procedures. This deficient practice related resident property are reported
tolofld dent residents in th immediately to the administrator of
010 cpendent residents l_n e. the facility and to other officials in
sample of 6 who was found with diffuse accordance with State law through
bruising on the entire buttocks, thighs and established procedures (including to
around the breast area. the State survey and certification
agency).
Resident: B What corrective action(s) will be
accomplished for those residents
Findings include: found to have been affected by the
deficient practice
Review on 3/8/11 at 4:00 p.m., of the . .
) . Resident B no longer resides
hospital emergency department physician in the facility.
evaluation, dated 3/2/11, indicated Resident B’s injury of
Resident B was examined and had unknown origin was reported to the
significant bruising, especially on the appropriate agencies and
.. . . . administrator on 3/2/11.
inside of her right thigh extending down
to the right gluteal area. Bruising was also
noted around her anus. No perineal
bruising was observed. The resident also
had a small hematoma on the left side of " I dentife ofh
. . . . ow will you identify other
her forehead with some bruising. This . you y .
o o residents having the potential to be
report indicated the bruising appeared to affected by the same deficient
be of varying duration suggesting minor practice and what corrective
trauma. action will be taken
. fthe cl linical ¢ Residents residing in the
Review of the closed clinical record o facility have the potential to be
RCSIdent B on 3/7/1 1 at 11 25 a.m., affected by the al]eged deficient
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indicated the resident's diagnoses practice.
included, but were not limited to A iactﬂ(ljlt)l; thl‘je Elfln Swzep
. . . . was complete € License
Parkinson's disease and dementia with P Y
) ] ) ] nurses on 3/3/11 to ensure no other
psychosis. The resident resided in the skin alterations including bruises or
secured unit prior to her transfer to the other injuries.
hospital. Any identified concerns will
be corrected as necessary and/or
- .. reported to administrator or designee
The admission Minimum Data Set (MDS) . o .
o and state agencies as indicated in the
assessment, dated 2/11/11, indicated the facility policy.
resident had disorganized thinking
patterns and exhibited physical and verbal
symptoms towards others. The resident What measures will be put into
ired . . ith all place or what systemic changes
req.ul.re' extenszlve .aS.SIStaIlCC with a you will make to ensure that the
activities of daily living and was able to deficient practice does not recur
ambulate with assistance from staff. The
resident also utilized a walker. Facility staff were
re-educated on the Abuse
. . Prohibition, Reporting and
Review of the nurses' notes from 2/18/11 Investigation policy & procedure by
to 3/2/11 indicated the following: the Ombudsman on March 23, 2011.
L.P.N. #1 is no longer
2/18/11 alert and confused, made several employed at the facility.
Staff were re-educated
attempts to get out of bed. . S .
. regarding facility policy & procedure
2/19/11 restless , constantly getting up and for investigation of injuries of
trying to walk. physically aggressive, unknown source.
constantly moving. Staff re-education regarding
2/20/11 restless, constantly getting up, timely reporting of unusual
- safet ren occurrences or injuries of unknown
poor salety a.wa CNess. origin to the Administration or
2/21/11 requires 1:1 care for safety designee and other state agencies.
awareness, constantly standing up and Emphasizing the importance of
trying to get out of chair. adhering to these policies &
2/23/11 up and down, tries to walk and procedures.
was tired Wlthl.n tW(? minutes. . How the corrective action(s) will
2/25/11 up during night, constantly rolling be monitored to ensure the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3KOM11 Facility ID: 000048 If continuation sheet Page 8 of 24
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herself on floor mat. deficient practice will not recur,
2/26/11 up at 2:30 a.m., unable to sit still. i.e., what q‘_':l‘lli)ty as:‘fri‘“c‘l’
rogram € nto place
2/27/11 up and down as usual program wiflbe put o p
2/28/11 difficult to keep in bed, up within An “Abuse Prohibition and
five minutes. When ambulating wants to Investigation” CQI tool will be
sit down, just drops and staff has to catch completed by the Director of
her in the air or else she ended up on the Nursing/Designee Weekly X's 4
a weeks, Monthly X’s 2 months, and
oor. Quarterly thereafter.
3/1/11 1:1 care to ensure no falls. Edema Any identified trends or
noted in both feet. concerns will be addressed
3/2/11 restless, sat on the floor . Physician immediately. . .
notified. Resident sent to the hospital for Dat"? will be SUb,mltted to ﬂ?e
i . CQI committee for review and action
evaluation and subsequently admitted. plans initiated as needed.
Documentation was lacking in the nurses'
notes to indicate any bruising was noted. What is the date by which the
systemic changes will be completed
During interview on 3/9/11 at 2:45 p.m.
P g view ) p.m., Compliance Date: April 7, 2011
with CNA#3, who gave the resident a
shower on 3/1/11, indicated she notified
LPN#1 of the new and fresh bruises to the
resident's breast area and buttocks. The
CNA indicated the nurse (LPN#1)
proceeded to measure the areas.
Review of the shower sheet for 3/1/11
indicated LPN#1 had documented "all
bruises registered in tx (treatment) book
on purple sheets."
Review of the wound skin evaluation
report (purple sheets) indicated multiple
sheets with multiple bruising, but all the
sheets were dated 2/27/11. No new
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3KOM11 Facility ID: 000048 If continuation sheet Page 9 of 24
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measurements or description of new
bruises were documented and it could not
be determined the status of the bruising as
reported in the hospital emergency
department report.

During interview with Administrator and
LPN#1 on 3/10/11 at 9:20 a.m., the LPN
indicated she was the nurse in charge of
the resident. She stated no one told her
about the bruises around the breast area
and thigh area. She didn't remember
anything about measuring the areas.
When the Administrator began
questioning her about the CNA telling her
about the newer, darker bruises, she
remembered, but indicated she did not do
anything about them because she thought
they were already noted on the purple
sheets. She indicated she should have
updated the sheets and initialed new ones
(purple sheets) for the fresh bruises. She
further indicated she paged the supervisor
once, but she wasn't in the facility yet and
nothing more was done. The
Administrator indicated neither she nor
the Director of Nursing Service were
aware of the extensive bruising until after
the resident was sent to the hospital.

This federal tag relates to Complaint
IN00087056.
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F0226 Based on interviews and record reviews, F0226 F 226 04/07/2011
gs=p | the facility failed to ensure written _ ) _
lici d d that hibit It is the practice of the provider to
po' 1cies and procedures that prohibt ensure that all alleged violations
mistreatment, neglect and abuse of involving mistreatment, neglect, or
residents were implemented related to the abuse including injuries of unknown
reporting of extensive bruising of a source and misappropriation of
suspicious nature and of unknown origin resident property are reported
. . .. immediately to the administrator of
immediately to the Administrator of the . .
o o the facility and to other officials in
facility and other officials in accordance accordance with State law through
with state law through established established procedures (including to
procedures. This deficient practice related the State survey and certification
to 1 of 1 residents in the sample of 6 who agency).
was found with extensive bruising of an What corrective action(s) will be
unknown nature. accomplished for those residents
found to have been affected by the
Resident: B deficient practice
o . Resident B no longer resides
Findings include: in the facility.
Resident B’s injury of
Review on 3/8/11 at 4:00 p.m., of the unknown origin was reported to the
hospital emergency department physician appropriate agencies and
. . g dministrat; 3/2/11.
evaluation, dated 3/2/11, indicated administrator on
Resident B was examined and had
significant bruising, especially on the
inside of her right thigh extending down
to the right gluteal area. Bruising was also How will you identify other
ted dh N . ! residents having the potential to be
no e ] around her anus. WO perllnea affected by the same deficient
bruising was observed. The resident also practice and what corrective
had a small hematoma on the left side of action will be taken
her forehead with some bruising. This ' o
report indicated the bruising appeared to . Residents reSIlelg in the
¢ R . . R facility have the potential to be
be of varying duration suggesting minor affected by the alleged deficient
trauma. practice.
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A facility wide skin sweep
Review of the closed clinical record of was Compge/t;ﬁ }’y the Licensed .
. nurses on to ensure no other
Resident B on 3/7/11 at 11:25 a.m., . o ) .
o ) ) skin alterations including bruises or
indicated the resident's diagnoses other injuries.
included, but were not limited to Any identified concerns will
Parkinson's disease and dementia with be corrected as necessary and/or
psychosis. The resident resided in the reported to administrator or designee
. and state agencies as indicated in the
secured unit prior to her transfer to the . X
) facility policy.
hospital.
The admission Minimum Data Set (MDS)
assessment, dated 2/11/11, indicated the What Il be out int
. . . . . at measures wi ¢ put into
resident had disorganized thinking place or what systemic changes
patterns and exhibited physical and verbal you will make to ensure that the
symptoms towards others. The resident deficient practice does not recur
required extensive assistance with all
.- c e . Facility staff were re-educated
activities of daily living and was able to o .
. ] on the Abuse Prohibition, Reporting
ambulate with assistance from staff. The and Investigation policy & procedure
resident also utilized a walker. by the Ombudsman on March 23,
2011.
Review of the nurses' notes from 2/18/11 | LAP'N'h#lfiS rio longer
. . . employed at the tacility.
to 3/2/11 indicated the following: ploy Y .
Staff re-education regarding
facility policy & procedure for
2/18/11 alert and confused, made several investigation of injuries of unknown
attempts to get out of bed. source.
2/19/11 restless , constantly getting up and . Staff re-education regarding
trving t Ik. ohvsicall . timely reporting of unusual
Tying to walk. p ysically aggressive, occurrences or injuries of unknown
constantly moving. origin to the Administration or
2/20/11 restless, constantly getting up, designee and other state agencies.
poor Safety awareness. Emphasizing the importance of
2/21/11 requires 1:1 care for safety adhering to these policies &
. procedures.
awareness, constantly standing up and
trying to get out of chair.
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2/23/11 up and down, tries to walk and
was tired within two minutes. How thfa corrective action(s) will
2/25/11 up during night, constantly rolling EZt;Icl ?el:::(;)r:i:?c:l::lr :Ht)ltliecur,
herself on floor mat. i.e., what quality assurance
2/26/11 up at 2:30 a.m., unable to sit still. program will be put into place
2/27/11 up and down as usual
2/28/11 difficult to keep in bed, up within An "Abuse Prohibition and
. . Investigation” CQI tool will be
five minutes. When ambulating wants to completed by the Director of
sit down, just drops and staff has to catch Nursing/Designee Weekly X’s 4
her in the air or else she ended up on the weeks, Monthly X’s 2 months, and
floor. Quarterly thereafter.
3/1/11 1:1 care to ensure no falls. Edema Any.idenﬁﬁed trends or
. concerns will be addressed
noted in both feet. immediately.
3/2/11 restless, sat on the floor . Physician Data will be submitted to the
notified. Resident sent to the hospital for CQI committee for review and action
evaluation and subsequently admitted. plans initiated as needed.
Documegtat.ion was 1ack-in.g in the nurses' What is the date by which the
notes to indicate any bruising was noted. systemic changes will be completed
During interview on 3/9/11 at 2:45 p.m., Compliance Date: April 7, 2011
with CNA#3, who gave the resident a
shower on 3/1/11, indicated she notified
LPN#1 of the new and fresh bruises to the
resident's breast area and buttocks. The
CNA indicated the nurse (LPN#1)
proceeded to measure the areas.
Review of the shower sheet for 3/1/11
indicated LPN#1 had documented "all
bruises registered in tx (treatment) book
on purple sheets."
Review of the wound skin evaluation
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report (purple sheets) indicated multiple
sheets with multiple bruising, but all the
sheets were dated 2/27/11. No new
measurements or description of new
bruises were documented and it could not
be determined the status of the bruising as
reported in the hospital emergency
department report.

During interview with Administrator and
LPN#1 on 3/10/11 at 9:20 a.m., the LPN
indicated she was the nurse in charge of
the resident. She stated no one told her
about the bruises around the breast area
and thigh area. She didn't remember
anything about measuring the areas.
When the Administrator began
questioning her about the CNA telling her
about the newer, darker bruises, she
remembered, but indicated she did not do
anything about them because she thought
they were already noted on the purple
sheets. She indicated she should have
updated the sheets and initialed new ones
(purple sheets) for the fresh bruises. She
further indicated she paged the supervisor
once, but she wasn't in the facility yet and
nothing more was done. The
Administrator indicated neither she nor
the Director of Nursing Service were
aware of the extensive bruising until after
the resident was sent to the hospital.
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Review of the undated facility policy
entitled "Definition of Unusual
Occurrence/Event" provided by the
Administrator on 3/8/11, indicated "...
Events that are required to be reported to
the Director of Operations, DNS,
Specialist and Director of Clinical
Services and ISDH...injuries of unknown
sources, an injury should be classified as
injury of unknown source when both of
the following conditions are met: 1. The
source of the injury was not observed by
any person or the source of the injury
could not be explained by the resident
AND 2. The injury is suspicious because
the extent of the injury or the location of
the injury or the number of injuries
observed at one particular point in time or
the incident of injuries over time (multiple
bruising, repeat bruising)...."

This federal tag relates to Complaint
IN00087056.

3.1-28(a)
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F0312 Based on observations, interviews and F0312 F 312 04/07/2011
SS=E record reviews, the facility failed to _ ) ) )
. . . . It is the practice of this provider that
provide grooming needs, especially nail .
) ) residents who are unable to carry out
care for 1 resident in the sample of 6 and activities of daily living receives the
for 9 residents in the supplemental sample necessary services to maintain good
who were unable to carry out these nutrition, grooming, and personal,
activities of daily living. These residents and oral hygiene.
resided in 2 of 4 nursing units. What corrective action(s) will be
accomplished for those residents
Residents: C,H, I, J, K, L, M, N, O and P. found to have been affected by the
deficient practice
Findings include:
g Resident # C: The resident
has received ADL care including nail
During interviews and orientation tour on care per the Plan of Care.
3/7/11 between 10:00 a.m. and 11:00 a.m., Resident # H: The resident
the following has received ADL care including nail
. the Plan of Care.
residents,C,H,LLJ,K,LL,M,N,O and P were cate pet
P T Resident # I: The resident has
observed to have either long, jagged or received ADL care including nail
dirty fingernails. The Unit Managers #1 care per the Plan of Care.
and 2 identified the residents as dependent Resident # J: The resident
on the nursing staff to provide care. has received ADL care including nail
care per the Plan of Care.
. o Resident # K: The resident
1. Review of the clinical record on 3/8/10 has received ADL care including nail
at 10:30 a.m., for Resident C indicated care per the Plan of Care.
the diagnoses included, but were not Resident # L: The resident
limited to confusion and dementia. The has rece“;ed ‘?DL ;are including nail
.. care per the Plan of Care.
rly Minimum D MD . .
quarterly u ata Set'( . S) Resident # M: The resident
assessment, dated 12/15/10, indicated the has received ADL care including nail
resident required the extensive assistance care per the Plan of Care.
of one person for maintaining personal Resident # N: The resident
hygiene. The plan of care, dated 5/20/10, has received ADL care including nail
identified a problem of the resident care per the Plan of Care.
o ] p_ . ) . Resident # O: The resident
requiring limited to extensive assist with has received ADL care including nail
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all ADLs (activities of daily living). care per the Plan of Care.
Resident # P: The resident
. .. has received ADL care including nail
2. Review of the clinical record on 3/7/11 M uding
] o care per the Plan of Care.
at 11:00 a.m., for Resident H indicated the
diagnoses included, but were not limited How will you identify other
to Alzheimer's dementia and macular residents having the potential to be
degeneration. The admission MDS affec:.ed by(;helfatme deﬁ?e"t
. . practice and what corrective
assessment, dated 10/21/10, indicated the action will be taken
resident was totally dependent on staff for
personal hygiene. Residents who reside in the
facility have the potential to be
3. Review of the clinical record on 3/7/11 ;iictij by the alleged deficient
at 10:10 a.m., for Resident I indicated the Licensed nurses, Qualified
diagnoses included, but were not limited Medication Aides, and Certified
to CVA (cerebral vascular accident) and Nursing Assistants were re-educated
diabetes. The plan of care, dated 12/2/10, to pm“d“;g ADL care by the N
.. . Direct: Nursing Servi
indicated a self care deficit and decreased [rector of TUISIg Services, and/or
] o ) ) designee, on 03/31/11, and ongoing,
functional ability and the resident required as needed.
assistance with ADLs due to impaired Noncompliance with
cognition. facility policy and procedure
may result in employee
4. Review of the clinical record on 3/7/11 re-education, and/or
at 10:28 a.m., for Resident J indicated the disciplinary action up to and
diagnoses included, but were not limited including termination.
to dementia and legal blindness. The plan
of care, dated 2/23/10, identified a need What measures will be put into
for limited to extensive assist with ADLs place Ol: Whi‘: systemic Ch;‘“g‘:
. . . ou will make to ensure that the
due to the diagnosis of dementia. you . !
deficient practice does not recur
5. Review of the clinical record on 3/7/11 Licensed nurses, Qualified
at 10:30 a.m., for Resident K indicated the Medication Aides, and Certified
diagnoses included, but were not limited N“rsmg; ASSIStamS were re-educated
left hemi . dd . Th to providing ADL care by the
to left hemiparesis and depression. © Director of Nursing Services, and/or
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annual MDS assessment, dated 12/28/10, designee, on 03/31/11, and ongoing,
indicated the resident required the as needed. _ _
extensive of one person for maintaining . Tbe Dlrecto.r of Nursing
personal hygiene Services is responsible to
monitor for facility compliance
6. Review of the clinical record on 3/7/11 n prov@mg necessary. care
at 10:35 a.m., for Resident L indicated the and services to the res1d.ents.
diagnoses included, but were not limited Charge nurses will
to anoxic brain damage and convulsions. n.qake care rounds at least 2
The plan of care dated 4/1/10, indicated t1me§ a Shl.ft o observe. for
the resident was in need of total assistance quality resident grooming.
with ADLs related to his comatose state. How the corrective action(s) will
be monitored to ensure the
7. Review of the clinical record on 3/7/11 deficient practice will not recur,
at 10:40 a.m., for Resident M indicated i.e., what quality assurance
the diagnoses included, but were not program will be put into place
limited to dementia and osteoporosis. A Resident Care Rounds CQI
The annual MDS assessment, dated tool will be utilized weekly x 4,
10/12/10, indicated the resident required monthly x 4, and then quarterly, to
the extensive assistance of one person for monitor compliance with necessary
maintaining personal hygiene. care and services. The governing
CQI committee will review the data.
If the threshold for compliance is not
8. Review of the clinical record on 3/7/11 met, an action plan will be
at 10:45 a.m., for Resident N indicated the developed.
diagnoses included, but were not limited ) )
to blindness and hypertension. The What l,s the date by,WhICh the
systemic changes will be completed
quarterly MDS assessment, dated
10/21/10, indicated the resident was Compliance Date: April 7, 2011
totally dependent on staff for personal
hygiene.
9. Review of the clinical record on 3/7/11
at 10:38 a.m., for Resident O indicated the
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diagnoses included, but were not limited
to anxiety with behavioral disturbances
and confusion. The plan of care, dated
3/1/11, identified a need for limited to
extensive assist with ADLs due to the
diagnosis of dementia.

10. Review of the clinical record on
3/7/11 at 10:50 a.m., for Resident P
indicated the diagnoses included, but were
not limited to paranoid schizophrenia and
quadriparesis due to spinal stenosis. The
significant change MDS assessment,
dated 9/30/10, indicated the resident was
totally dependent on staff for personal
hygiene.

During interviews on 3/7/11 at 10:30 a.m.
and 10:55 a.m., respectively with Unit
Managers #1 and #2, the Unit Managers
indicated the residents' nails should have
been cut and cleaned on a daily basis and
if the residents did refuse, the staff should
have tried at a different time.

This federal tag relates to Complaint
IN00087056.

3.1-38(a)(3)(E)
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F0323 Based on observation, interviews and F0323 04/07/2011
SS=D record reviews, the facility failed to F 323
ensure g Te&de.nt, 1d'ent1ﬁed k?y the facility It is the practice of this provider to
as cognitively impaired, received adequate ensure that the facility ensures that
supervision to prevent the resident from the residents environment remains
wandering around in the facility without free of accident hazards as is
the staff's knowledge. The resident was pgSSIblte and each _reSIdegt re'?etwes
. . . . adaequate supervision and assistance
found during the middle of the night in d P .
> ) ) devices to prevent accidents.
the locked dietary area. This deficient
practice affected 1 of 1 residents reviewed What corrective action(s) will be
for wandering in the sample of 6. accomplished for those residents
found to have been affected by the
. deficient practice
Resident: C P
Resident #C is provided
Findings include: supervision to ensure staff have
knowledge of residents whereabouts
. . . . at all times and she had a wander
During orientation tour on 3/7/11 at 10:05
Resid b d di guard placed
a.m., e51. e.‘,nt Cwaso serYe seated in a The dietary door had a new
wheelchair in the hall. A clip alarm was lock installed.
attached to the resident's wheelchair.
How will you identify other
Review of the clinical record on 3/8/11 at residents having the pOten,tlal to be
L. . . affected by the same deficient
10:30 a.m., indicated the resident's practice and what corrective
diagnoses included, but were not limited action will be taken
to confusion, dementia, depression,
pacemaker insertion and glaucoma. _ Residents residing in the
facility have the potential to be
o o affected by the alleged deficient
The significant change minimum data set practice.
(MDS) assessment, dated 9/14/10, Nursing staff were
indicated the resident had short term re-educated on the supervision of
memory impairrnent, periods of res1d§nts 3/8/11 & 3/31/11 and
. . ongoing.
restlessness and did wander. She required 8OmE.
; ) S ) Dietary staff were re-educated
assistance in all areas of activities of daily on environmental procedures
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living. The resident's primary mode of regarding locking the kitchen 3/8/11
transportation was the wheelchair. & 33V1L ) ) -
Noncompliance with facility
policy and procedure may result in
Review of a reportable incident provided employee disciplinary action up to
by the Administrator on 3/8/11, indicated and including termination.
the resident was found in the facility
kitchen during the night shift hours on \Y:::r'ea:;:'is :::l:nbz E;:Ii":s’
. W 1
3/6/11 at approximately 2:30 a.m., by the gou will make t)(]) ensure thatgthe
nursing staff. The resident was found deficient practice does not recur
sitting in her wheelchair with unopened
mayonnaise packets on her lap and asking BeSidentS. at ris_k for
for "chicken, I'm hungry." The resident wandering were 1del_mﬁed and care
plans have been reviewed and
was unable to recall why or how she went revised, as needed.
into the kitchen. Residents with assistance
devices are monitored by licensed
During interview with the Administrator nurses and nursing assistants for
on 3/8/11 at 2:35 p.m., she indicated she z;iie:;fﬁa:: dfxfﬁligsi;issot:;tt
had spoken to the evening nurse, who last '
saw the resident between 8:00-8:30 p.m., How the corrective action(s) will
and the 2-10 shift CNAS indicated they be monitored to ensure the
last observed the resident between 8:15 deficient practice will not recur,
p.m. and 8:20 p.m. The Administrator ;i;gv:::: ;lv?l?l;tey:j:l;;?;l;ace
further indicated the night shift CNAS
(10:00 p.m. to 6:00 a.m.) indicated they A CQI tool will be utilized
did not do a bed check on the resident at weekly x 4, monthly x 2 and
the beginning of their shift. The qL}anerly, to_ @omtor comp liance
Administrator indicated CNA#4 went to glt}.l supervision and assistance
evices to prevent accidents. The
make rounds at around 1:00 a.m., and governing CQI committee will
realized the resident was not in her room. review the data. If the threshold for
The nursing staff then began a facility compliance is not met, an action plan
room to room search between 1:00 a.m. will be developed.
and 2:00 a.m. They heard the resident in
the kitchen and then called the What is the date by which the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3KOM11 Facility ID: 000048 If continuation sheet Page 23 of 24




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/08/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

155115

IA. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

COMPLETED

03/10/2011

NAME OF PROVIDER OR SUPPLIER

CARDINAL NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1121 E LASALLE AVE
SOUTH BEND, IN46617

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PERCEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

maintenance supervisor to unlock the
door, which had locked when the resident
entered the area. The Administrator
indicated the doors to the dietary
department automatically locked when the
staff left the kitchen and at the end of the
shift the night cook was responsible was
responsible for locking the doors from the
inside.

Interview on 3/9/11 at 1:45 p.m., with the
evening cook indicated she locked the
door that night and was unsure of how the
resident got into the kitchen.

Interview on 3/9/11 at 1:45 p.m. with the
Maintenance Supervisor indicated they
had never had any problems with the
doors locking prior to this incident. He
indicated the locks have been changed as
of 3/8/11.

3.1-45(a)(2)

systemic changes will be completed

Compliance Date: April 7, 2011
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